Introduction: Hispanics/Latinos utilize mental health care at a rate that is about half that of non-Hispanic Whites. Stigma and cultural and religious values play a significant role in mental health care utilization disparities. The purpose of this study was to explore beliefs about mental illness among Latino faith-based communities. Methods: A qualitative approach was used to explore perceptions of mental illness that were elicited during "El Buen Consejo," a mental health literacy intervention delivered within three faith-based settings. Results: Participants were socialized to believe that persons with mental illness were dangerous, out of control, and suffering from an incurable illness that resulted in rejection and ostracism. Most families would deny the existence of depression and mental illness, unless symptoms greatly interfered with daily functioning or were life-threatening. Religious coping such as prayer, and faith in God, were believed to be protective factors. Causal attributions for depression were both biomedical and religious, such as lack of faith, not praying, demons, and sinful behaviors of parents. Conclusion: Latinos rely upon churches as a major social, educational, and spiritual resource. The cultural values among Latinos can be a source of strength but also contribute to stigma. The faith-based community is an important target for mental health literacy and antistigma interventions.
Introduction
People of Hispanic/Latino origin are the largest minority group in the United States, representing 17.8% of the population (U.S. Census Bureau, 2017) . Rates of self-reported mental illness for Latinos are similar to or slightly less than those of the population as a whole, 15.3% versus 19% (Alegria et al., 2007) . However, Hispanic mental health care utilization is half that of non-Hispanic Whites (Substance Abuse and Mental Health Services Administration, 2015) . In addition to language barriers, lack of insurance, and lack of culturally competent providers, cultural and religious values play a significant role in mental health care disparities (Gonzáles et al., 2010) .
Culture can be defined as the shared values, beliefs, and shared attributes of a group of people that influence their customs, norms, and psychosocial processes (American Psychological Association, 2003) . The categorization of people into those who meet societal expectations and those who are different, or stigmatized, is culturally determined (Rao, Feinglass, & Corrigan, 2007) . Stigma is not only a "lived" or "social experience" but also a "moral experience," meaning that a stigmatized condition is a threat to what matters most in everyday life (Yang et al., 2007 (Yang et al., , p. 1528 . Religiosity is an adherence to a system of organized beliefs that reinforces the relationship between our world view and morality (Pargament, 1997) . Religion is embedded within a culture and both religious and cultural values work synchronously
Religiosity and Stigma
One of the major functions of religion is healing from distress, referred to as religious coping (Pargament et al., 1990) . Positive religious coping can be used to find meaning, seek comfort and closeness to God, and achieve a transformation in life (Pargament, Feuille, & Burdzy, 2011) . In contrast, negative religious coping includes "redefining the stressor as an act of the Devil, wondering whether God had abandoned oneself, and feeling punished by God" (Pargament et al., 2011, p.56) . Some religious tenets attribute mental illness to spiritual dilemmas, or moral failing (Wesselmann & Graziano, 2010) . These religious causal attributions are highly stigmatizing and are present among numerous cultures and religious groups (Caplan et al., 2010; Gureje, Olley, Oluwanuga, & Kola, 2006) .
Although the central tenets of most religions encourage tolerance and compassion, and therefore, discrimination against certain groups of people is condemned (Wesselmann & Graziano, 2010) , among some Christian denominations, "Just World" beliefs, or the belief that people get what they deserve, contributes to stigma toward people with mental illness. By creating the reassuring illusion that the world is fair, people with mental illness are seen as deserving of their suffering (Rusch, Todd, Bodenhausen, & Corrigan, 2010) .
To date there is a significant body of research documenting societal attitudes of stigma toward people with mental illness; however, these articles rarely explore the religious and cultural nuances of stigmatizing attitudes. The majority of studies of religious values and stigma about depression or mental illness have samples of White Christian populations; and there are few investigations among ethnic faith-based communities that might explain how specific religious and cultural values are related to societal stigma (Abdullah & Brown, 2011) . The purpose of this study is to describe Latinos' illness representations and explore the following research questions:
Research Question 1: What were participants taught to believe about mental illness when they were growing up?
Research Question 2: How do participants' religious beliefs relate to beliefs about mental illness and depression?
Research Question 3: How do participants use religiouslybased coping to improve symptoms of depression?
Method
This study used a qualitative descriptive design (Sandelowski, 2000) , to "create a narrative understanding that brings together the commonalities and differences in participants' descriptions of their subjective experiences" (Crowe, Inder, & Porter, 2015, p. 16) . The current study is a substudy of a pilot study to evaluate the feasibility of "El Buen Consejo," a mental health literacy and treatment engagement intervention delivered within the faith-based setting. The study was approved by the Rutgers University Internal Review Board. Participants were recruited from three faith-based communities (FBCs), including a Presbyterian church in New York (Church 1), a Catholic church in Maine (Church 2), and a Methodist church in New York (Church 3). Recruitment first entailed a brief overview of the study during the Sunday morning service or mass. Congregants were encouraged to attend not only if they had a selfperceived mental health need but also to obtain information that could help a family member or loved one. Additionally, a sign-up sheet was circulated so that the research staff could contact interested congregants.
Study Sample
Sixty-four participants completed baseline data: 30 individuals at Church 1, 15 at Church 2, and 19 at Church 3. Of the 64 participants that completed baseline data collection, 72% attended at least one intervention session, 56% attended at least two sessions, and 28% did not attend any sessions. Participants received an intervention that consisted of four separate 2-hour group sessions. Each group ranged from 6 to 12 people. Session 1 consisted of a discussion of beliefs about mental illness, prompted by illustrations of well-known biblical figures and their struggles with faith and despair. The second session was a presentation by speakers who shared their personal experiences of mental illness that was sponsored by the National Alliance on Mental Illness. The third session consisted of a presentation by a bicultural mental health professional about community resources for mental health problems. For a further description of the intervention, see Caplan and Cordero (2015) .
Data Collection
Data were ascertained using two different methodologies. The first method of data collection was conducted at the start of first educational session with four grand tour questions: "What does the phrase 'mental illness' mean to you?" "What are your beliefs about people with mental illness?" "What are your beliefs about people with depression?" and "What were you taught to believe about mental illness and depression when you were growing up?" The second method was developed by the author (Caplan, 2016) : Preguntas con Cartas (Questions with Cards) and used numbered playing cards to conduct anonymous group polling to facilitate discussion about stigmatizing beliefs. The numbered cards corresponded to Likert-type scale responses ranging from 1 (strongly agree) to 5 (strongly disagree) ( Table 2 ). Participants were instructed to select a card representing their answers and to place it face-down in the middle of the table. The Preguntas con Cartas method was used with the following questions: "The problem with people with depression is a lack of faith in God," "The major cause of suicide is a lack of faith in God," and "If I prayed more, I could be cured." The anonymity of the votes provided a safe entrée into potentially polarizing subject matter. Results of the voting for the entire group were tabulated for an aggregate group-level response and shared with participants as a starting point for discussion.
Data Analysis
An essentialist/realist thematic analysis, a type of descriptive qualitative analysis, was used to describe the explicit meanings of the data (Bernard & Ryan, 2010) . Thematic analysis is a flexible inductive approach for organizing and categorizing data (Braun & Clarke, 2006; Crowe et al., 2015) . Characterized by its independence from theoretical traditions, qualitative descriptive analysis may include descriptive statistics to describe the phenomenology of interest (Colorafi & Evans, 2016) . Using this approach, the author and a trained undergraduate research assistant independently coded the six transcriptions until data saturation was reached. After discussion of differing interpretations, we derived 135 codes from 400 data extracts. We then sorted and recoded, and derived a schema of 32 codes. From these codes, we derived underlying themes (Graneheim & Lundman, 2004) . Reflexivity during data analysis was fostered by in-depth discussions with the faith-based leaders to clarify the author's preexisting understanding of Caplanreligious values (Koch & Harrington, 1998) . Credibility of the findings was enhanced by triangulating the data with individual interview and survey responses, examining prior research, and debriefing sessions with the faith-based leaders and congregants (Creswell, 1998) .
We used univariate analyses to describe the psychosocial and clinical characteristics of the sample using SPSS. Data analysis for the Likert-scale responses to Preguntas Con Cartas and questions pertaining to religiously based explanations of mental illness used descriptive statistics to identify the aggregate mean score and the distribution of scores.
Results Table 1 shows the demographic and psychosocial characteristics of the sample. More than half of the 64 participants were Dominican. The mean age of the population was 53 years; almost three quarters of the study population were female. Two thirds of the participants attended Session 1 from which these data were derived. Illness cognitions about mental illness and depression were complex and were not uniformly stigmatizing. Thus, three themes were derived from an analysis of the data. The two themes that corresponded to the first research question, what participants were taught to believe about mental illness, were the following: (1) cultural beliefs about mental illness and (2) normalizing, nonstigmatizing beliefs and community support. For the second and third questions, pertaining to "How do participants' religious beliefs relate to beliefs about depression?" and "How do participants use religiously based coping to improve symptoms of depression?" the themes that emerged from discussions pertained to (3) faith and religious coping mechanisms.
Cultural Beliefs About Mental Illness
Responses to the open-ended question about socialization in one's family during childhood revealed predominantly negative attitudes toward persons with severe mental illness and, to the extent possible, concealment of symptoms of mental illness, including depression. Negative attitudes comprised the subthemes of "craziness" resulting in stigma and ostracism; denial of depression and taboo. The cultural value of Familismo, the collectivist value of family unity, cohesiveness, and loyalty (Martinez, Interian, & Guarnaccia, 2013) , could be viewed both positively and negatively.
Craziness Resulting in Stigma and Ostracism. Participants overwhelmingly reported negative associations they held toward people with serious mental illness, who were perceived to be violent and out of control. When asked "What were you taught to believe about people with mental illness when you were growing up?" the most common response was "That they were crazy!" Many participants had been socialized to believe that persons with mental illness were suffering from an illness that could not be treated and that a person would always be "crazy."
When I was little . . . the people would make fun of them and would throw stones at them. (Female, 55, Dominican) Essentially, no one made an effort to help this person. There was never the thought that maybe this person could get better. They were simply labeled crazy. (Female, 59, Dominican) We explored participants' responses to the question, "What does mental illness mean to you?" For most participants, mental illness signified schizophrenia, yet a few participants volunteered that it was very complex and there are many types of mental illness. These beliefs were reinforced by media portrayals of violence committed by persons with mental illness or famous people who ended up in jail for "going crazy." Therefore, persons with mental illness were rejected and ostracized. Many were locked away in small shacks behind their homes, "casitas," which was preferable to sending them to the one long-term care facility in the country, "El 28," named for the highway marker that marked the location.
They would hide you in a little shack behind the house "una casita." The person doesn't live with the family. It was a person that was rejected by the family because they already knew the person wouldn't be accepted in society . . . (Female, 54, Puerto Rican) Denial of Depression and Taboo. In response to the question "What does depression mean to you?" participants responded that the experience of suffering from trauma, such as sexual abuse or domestic violence, or personal losses, could contribute to depression, which, if it became severe, could lead to mental illness.
Consequences of mental illness and depression were an inability to support the family, lack of marriageability, crime, poverty, substance abuse, and premature death.
It is worse than being sick. With a sickness you can be operated on, you recover, but not with depression. (Female, 47, Dominican) To prevent these dire consequences, most families would deny the existence of illness within the family. The subject was taboo and never discussed, particularly for children. Teachers and parents never talked about mental illness and there was much ignorance on the subject.
Familismo and Mental Illness. Many participants concurred that families had a tremendous influence on the development and outcomes of mental illness. It was frequently expressed that the sinful or wrongful behaviors of the parents caused their children's mental illness.
Parents guide their children either to live joyfully or in suffering . . . . There are families that are not really families, but instead are disasters. Dad and mom, drinking rum, drinking beer, out and about, dancing. It isn't a home; it is an asylum, where there are all kinds of crazy people. Then there are homes in which the children and parents kiss each other good morning, the children ask for their parent's blessings, hug, drink coffee. A Christian home is very distinct . . . (Female, 84, Dominican) Just as certain types of family interactions could be the cause of mental illness, families could also be part of the cure. Supportive families encouraged open communication and fostered recognition and acceptance of mental illness to overcome barriers to help-seeking. One of the participants expressed:
There are some people in my country that are completely abnormal but they are given so much support and love from their family that . . . although they have an illness, they still contribute at home, are not aggressive, are not wandering in the streets. (Female, age unknown, Dominican)
Normalizing, Nonstigmatizing Beliefs and Community Support
Normalizing and nonstigmatizing beliefs included the understanding that anyone can suffer with mental illness, and some people with mental illness can behave normally and are like everyone else. By openly acknowledging and accepting one's mental illness, a person could proactively search for help and receive effective treatment. Many participants recognized the importance of the health care provider's role in aiding persons with mental illness. Normalizing beliefs were generally not part of one's socialization growing up, but developed later in life in response to education, including televised talk shows on the topic or literature on mental illness, and exposure to personal or family members' experiences with mental illness. Causes of mental illness could be attributed to biological and genetic factors including head injury, imbalances of chemicals, medications, and "something to do with the nervous system."
Faith and Religious Coping Mechanisms
Results of Preguntas con Cartas and the subsequent discussions indicated that prayer and faith played a large role in recovery from depression (Table 2) . Given the prompt, "If a person prays more they could be cured," almost half of the participants (44%) agreed or strongly agreed. Several participants volunteered that they had cured themselves with pray and faith: Some people battle with depression or sadness or anxiety over a problem but Christians feel we can battle negative sentiments with our faith, with prayers, and the bible. (Female, 29, Dominican) However, a few congregants had misgivings about the extent to which one should rely upon faith when one is depressed or has a mental illness. One of the congregants expressed concern about a cousin who had bipolar disorder who refused medication. He felt that through his faith in God, he would be cured. She decided to participate in El Buen Consejo to learn how to address what she believed were potentially harmful beliefs. Participants also voted on their degree of agreement or disagreement in response to the following statement: "People with depression have a lack of faith in God" (see Table 2 ). In faithbased communities, some participants were taught that mental illness and depression were the result of "lack of faith, not praying, the devil taking over their mind, or demons" (female, 51, Puerto Rican). One congregant stated, In Santo Domingo . . . in my home town they say, "Oh, she probably has an evil spirit on her" and they look for a witch to give her a Bath of Leaves (a cleansing). And then the demon leaves (laughing, explaining the process vaguely). (Female, 59, Dominican) Participants in Church 3 had read aloud and discussed the Story of Job and his suffering, immediately prior to the statement, "People with depression have a lack of faith in God." People voiced that Job was a man of great faith, but still experienced depression. One participant gave a powerful testimony of her own experiences of depression and faith: Well I'm depressed and I have a lot of depression and I believe in God very strongly . . . depression comes with a lot of troubles, loneliness. [sometimes they tell you] "Oh that's nothing . . . do something . . . clean the hall," "Do the closet." No that's not the answer. They don 't understand. (Female, 67, Puerto Rican) Suicide and Faith. Suicide was much more likely to be attributed to lack of faith than depression (see Table 2 ). The majority of participants believed that suicide was the result of lack of faith because if one truly had faith, one would never consider suicide. The following explanation was provided:
What I feel is that between the person that has faith and the person that doesn't have faith . . . more people will go to the extreme of suicide than the people with faith, because that faith will hold you and keep you. (Female, age unknown, Puerto Rican) Some participants recognized that attributing suicide to a lack of faith was extremely stigmatizing.
The Pastora in Church 3 spoke eloquently of the ambivalent attitudes that are present in the faith-based community, and the existence of racial discrimination as an additional barrier to revealing one's illness:
We have a conflict. I know that if you asked this question to people who are not believers there would not be a conflict. We believe that prayer covers everything. Now, I am not a doctor, but there is a chemical imbalance in the brain. We had a Native American pastor, a man who was a saint. Something happened in his family and he killed himself. You can imagine how it was for a church to say that their pastor killed himself. He couldn't fight the depression. He was a Native American and he . . . was the pastor in a White church. And no one helped him. And we say pray, pray and we left him and what he needed was to talk. And many times the pastors don't have anyone to talk to. But as Christians, I know that prayer has power. (Female, 63, Dominican) 
Discussion
Among the Hispanic/Latino faith-based communities in this study, mental illness and depression were culturally defined and often perceived to be a spiritual problem rather than a "sickness." This non-biomedical interpretation of illness is consistent with the findings of Breslau et al. (2017) , indicating that Hispanics/Latinos (particularly Spanish-speaking individuals) have very low perceived need for mental health services irrespective of severity of illness. The importance of religion and religious coping as a means of treating of depression, as well as Familismo, or the necessity of family and community support, illustrate the cultural and religious values of many Latinos in the United States (Dalencour et al., 2017; Moreno, & Cardemil, 2013) .
Results of this study indicate stigma toward persons with serious mental illness was pervasive in one's upbringing. Participants were taught to fear people with serious mental illness, who were perceived to be out of control and dangerous. With the exception of beliefs about suicide, stigmatizing attitudes were predominantly derived from socialization in participants' countries of origins rather than religious doctrine per se. Nevertheless, the social cohesiveness of these predominantly Caribbean immigrant Latino faith-based communities most likely reinforced these negative attitudes. Consistent with past research, participants believed not dwelling on negative feelings and having more faith in God could cure depression (Cabassa, Lester, & Zayas, 2007; Vargas et al., 2015) .
Results of this study highlight the multiple influences of the media, education, and exposure to or experience with mental illness upon stigmatizing beliefs. Although religious beliefs in some cases contributed to the stigma of mental illness, the tone and tenor of those beliefs differed markedly from the results of studies of predominantly non-Hispanic White populations. In contrast to non-Hispanic White Christian samples, participants' understanding of the relationships of social factors such as substance abuse, domestic violence, discrimination, chronic illness, and loneliness complemented and at times overshadowed the theological explanations of sinfulness and moral failing as the root causes of mental illness. People also did not hold the individual with a mental illness responsible for adversities that were attributed to social and structural factors in contrast to other Christian groups' "Just World Beliefs."
In sum, the totality of data indicates the disparateness of viewpoints and influences ranging from highly stigmatizing beliefs derived from socialization within families of origin to a social justice perspective that underscores the concept that mental illness stigma creates further exploitation and discrimination toward already marginalized groups (Link & Phalen, 2001) .
When interpreting the findings of this study, one must consider the limitations. Given the exploratory nature of the openended questions and the small number of respondents, it is possible that the data for some themes were not fully saturated. It may be hypothesized from the results of this research that the religious leader had a strong role in setting the tone for the community's attitudes toward mental illness, but this was not specifically investigated. Other Latino faith-based communities may not hold this perspective and further research is necessary to understand these relationships.
Future research to elucidate the relationships between religious teachings and the development of stigma about mental illness is needed. In addition, there is a need to examine differences among various ethnic groups, social class, and religious faiths. Approximately one in four religious congregations in the United States do provide some kind of mental health programming but this tends to be among the larger, more affluent communities (Wong, Fulton, & Derose, 2017) . Contact-based interventions have been shown to be successful in reducing stigma (Corrigan et al., 2014) . A fruitful area of research would be to examine how contact with persons with mental illness may modify beliefs in the tenets of a faith-based community. The relatively unexplored findings related to suicide and religiously based stigma provides an opportunity for a timely study within the faith-based community to explore the impact of addressing the growing health crisis of suicide.
Many first-and second-generation Hispanics/Latinos rely upon the faith-based community as a social, educational, spiritual, and cultural resource (Livingston, Minushkin, & Cohn, 2008) . A better understanding of the perceptions of mental illness and their cultural and religious values appears to be a critical first step toward the goal of reducing mental health disparities among the Hispanic/Latino population. Future interventions designed to increase treatment engagement and mental health literacy should consider the unique cultural and religious needs of this population.
